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The Cost of Access to Mental
Health Services in Managed Care
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DDaarrrreell  AA..  RReeggiieerr,,  MM..DD..,,  MM..PP..HH..

Managed care has controlled the
cost of specialty mental health
services, but its impact on access
to care is not well described. In a
retrospective design, the study
used empirical data to demon-
strate a direct relationship be-
tween managed care plans’ claims
costs per member per month and
the proportion of plan members
who use specialty mental health
services annually. Each incre-
ment of $1 per member per
month in spending on claims was
associated with a .9 percent in-
crease in the proportion of en-

rollees receiving specialty mental
health treatment. These data
raise concerns that plans with low
per-member per-month costs may
unduly restrict access to specialty
treatment. (Psychiatric Services
51:664–666, 2000)

As managed care has effectively
controlled the cost of behavioral

health services, access to mental
health services has become of in-
creasing concern to patients, pro-
viders, payers, and advocates for the
mentally ill. The proportion of total
health benefit costs attributed to be-
havioral health in private, employ-
ment-based health insurance de-
creased from 6.1 percent of the total
health benefit in 1988 to only 3.1 per-
cent in 1997, according to a recent
study (1). However, the impact of cost
containment on the delivery of men-
tal health services, including access to
care, warrants investigation. 

In the era before managed behav-
ioral health care, between 5.8 percent
and 5.9 percent of all adults in the
United States used specialty mental
health services each year in either
public or private treatment settings.
These findings on access from the Epi-
demiologic Catchment Area survey in
the early 1980s (2) and the National
Comorbidity Survey in the early 1990s
(3) have not been replicated on a na-
tional level since the onset of the man-
aged care era in the middle to late
1990s. However, data reflecting cost
and access in a managed care environ-
ment were collected by researchers at
the National Institute of Mental
Health (NIMH) for a report requested
by the Senate Appropriations Com-

mittee on the impact of parity and
managed care on the cost, access, and
quality of mental health services (4).

The study reported here tested the
hypothesis that a direct relationship
exists between insurance companies’
expenditures on behavioral health
care, measured as the per-member
per-month treatment cost (indepen-
dent variable), and access to care,
measured as the proportion of plan
members who use services annually
(dependent variable). This retrospec-
tive study used data from previously
published reports and data collected
for the NIMH report. 

It may seem tautological that plans
with lower per-member per-month
costs treat fewer patients. However,
differences in treatment intensity or
quality rather than differences in the
number of patients treated may ac-
count for variability in per-member
per-month costs. To our knowledge,
this study is the first examination of
empirical data to address this question.

Methods
Published data from managed care
programs reporting data on cost and
access were obtained from a litera-
ture review (5–8). The data covered
the years 1992 to 1997. The authors
also collected 1993 to 1997 data from
proprietary managed care sources
and the North Carolina state employ-
ee benefit program after the state
carved out its mental health benefits
in 1992. Analyses are based on a total
of 1.25 million persons and 2.75 mil-
lion person-years. 

Claims costs are reported in per-
member per-month dollar expendi-
tures by the behavioral health plan.
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Costs were adjusted for inflation to
reflect 1997 dollars, using the med-
ical care consumer price index (9).
Neither administrative costs nor pa-
tient deductibles and copayments are
included.

Access to care was measured using
outpatient treated prevalence rates,
that is, the proportion of members
using outpatient services annually.
This measure slightly understates the
proportion of individuals receiving
any services because a few users may
use only inpatient or intermediate-
level services. However, most data
sources are unable to provide undu-
plicated counts across treatment set-
tings. Outpatient treated prevalence
was chosen as the best estimate of
the overall proportion of service
users.

The unit of analysis was the man-
aged care plan. To test the hypothesis
that claims costs and treated preva-
lence are directly related, linear re-
gression was used to analyze the data
using STATISTIX for Windows (10).
The R2 represents the proportion of
variability in the per-member per-
month cost that is explained by the
linear relationship between that cost
and treated prevalence rates. 

Results
A wide range of claims costs and
treated prevalence rates was found
across plans. Claims costs for mental
health services varied sixfold, from
$1.97 to $12.04 per member per
month (1997 dollars), and treated
prevalence varied more than tenfold,
from 1.03 to 9.97 percent. 

Cost and access data are plotted in
Figure 1. A straight line describes the
relationship between cost and access
well. The regression equation is as
follows: treated prevalence (percent)
= .9 × per-member per-month cost
(dollars) + .25

The slope of the line is .90, and the
R2 value is .65. Thus each increment
of $1 per member per month in
spending on claims was associated
with a .9 percent increase in the pro-
portion of enrollees receiving special-
ty mental health treatment. Con-
versely, each decrement of $1 in
spending was associated with a .9 per-
cent decrease in the treated preva-
lence rate.

Discussion 
These data raise concerns that plans
paying lower per-member per-month
costs actively contain costs by restrict-
ing access to specialty treatment. Be-
fore widespread managed care, the
Epidemiologic Catchment Area study
and the National Comorbidity Survey
reported treated prevalence rates of
5.8 to 5.9 percent, with an average of
14 visits per patient per year. Our
study shows that it costs about $6 per
member per month to reach this lev-
el of access. If this is the “appropri-
ate” treated prevalence rate, then
claims costs below $6 per member
per month should raise concerns
about the decline in access, quantity,
and quality as a consequence of cost
containment. Cost containment strat-
egies that may effectively limit access
include benefit design features, such
as high copayments and deductibles,
stringent authorization-of-care prac-
tices, and incentives to reduce refer-
rals to specialty treatment.

Several limitations of the study
should be noted. First, we used a con-
venience sample of managed care
plans: those that had published data
on cost and access and those that
agreed to provide data to NIMH.
These plans reflect a wide range of

costs but may not be representative of
managed care plans overall. However,
one might expect that plans voluntar-
ily reporting these data are among the
better plans. Second, these plans en-
compass a range of managed care
practices, from loosely managed non-
risk contracts to more tightly man-
aged at-risk arrangements. Third, in
some plans, selection factors or dif-
ferent cultural attitudes toward seek-
ing treatment may contribute to vari-
ation in demand for services. 

A fourth limitation is that our analy-
sis does not account for the lack of in-
dependence of multiple observations
of the same plan in different years.
Finally, mental health treatment in
primary care settings was not mea-
sured. However, because we studied
only plans with behavioral health
carve-outs, this limitation is unlikely
to be a major source of variability be-
tween plans.

It is also important to note that al-
though the proportion of enrollees re-
ceiving treatment is a useful indicator
of access to care, it does not reflect
other aspects of access such as treat-
ment intensity, waiting times for ap-
pointments and telephone responses,
access to a continuum of services, ge-
ographic access, and culturally com-
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Relationship between per-member per-month claims costs and patients’ access to
services, as measured by the proportion of members using services annually (the
treated prevalence rate)
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∗ This point represents the mean cost and treated prevalence rates across 93 plans for one year as
described by Schoenbaum and associates (7). The remaining 23 points represent cost–treated
prevalence correlations for the one-year experience of specific plans, some of which provided data
for multiple years.
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petent treatment. Nor do population-
wide treatment rates reflect differ-
ences in access for vulnerable popula-
tions, including poor people, mem-
bers of racial minority groups, those
with physical disabilities, and those
with severe mental illness.

Conclusions
The direct relationship between
claims costs and treated prevalence
rates suggests that at low levels of
spending, access to care may be com-
promised. Our results also show that
the relationship between cost and ac-
cess holds throughout a wide range of
costs; no upper limit for access was
found even at high spending levels,
nor was there a spending level below
which access leveled off and nonac-
cess strategies for cost control were
the only ones used. 

Further studies are needed to ex-
amine how barriers to access are en-

acted and whether they preferentially
affect certain patient groups, such as
those with severe mental illness.
Studies examining treatment intensi-
ty and quality in high- and low-cost
plans are also needed. ♦
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